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World AIDS Day — December 1, 1996 


“One World, One Hope” is the theme designated by the Joint United Nations 
Programme on HIV/AIDS (UNAIDS) for this year’s World AIDS Day, December 1, 
1996. Worldwide, 190 countries observe World AIDS Day to focus attention on the 
human immunodeficiency virus (HIV)/acquired immunodeficiency syndrome 
(AIDS) pandemic, which has resulted in an estimated 27.9 million HIV infections 
and 5.8 million deaths, including 1.3 million deaths in children (7,2). In the United 
States, activities for World AIDS Day are coordinated by the American Association 
for World Health in col!aboration with UNAIDS, the Pan American Heath Organiza- 
tion, and the U.S. Department of Health and Human Services. 

Additional information about HIV infection, AIDS, and World AIDS Day is avail- 
able from the CDC National AIDS Hotline, telephone (800) 342-2437, (919) 361-8400, 
(800) 344-7432 (Spanish), and (800) 243-7889 (TTY/TDD); the CDC National AIDS 
Clearinghouse, telephone (800) 458-5231 or (301) 217-0023; and the CDC Home 
Page on the World Wide Web, http://www.cdc.gov/nchstp/hiv_aids/worldaid/ 
woridaid.htm. 
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AIDS Among Children — United States, 1996 


As of September 30, 1996, a total of 566,002 acquired immunodeficiency syndrome 
(AIDS) cases, including 7472 cases among children aged <13 years (1%), had been 
reported to CDC by state and territorial health departments. Most children reported 
with AIDS acquired human immunodeficiency virus (HIV) infection perinatally from 
their mothers (7). During 1988-1993, an estimated 6000-7000 children were born each 
year to HIV-infected women; an estimated 1000-2000 of these children were infected 
annually (2). In 1994, results of clinical trials demonstrating effective therapy for re- 
ducing perinatal HIV transmission indicated a two-thirds decrease in such transmis- 
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sion associated with zidovudine (ZDV) therapy for HIV-infected pregnant women and 
their newborns. The Public Health Service (PHS) issued recommendations in 1994 for 
ZDV treatment to reduce perinatal HIV transmission, and in 1995 for routine HIV coun- 
seling and voluntary testing for all pregnant women in the United States (3,4 ). This 
report summarizes the epidemiology of AIDS in children in the United States reported 
cumulatively from 1982 through September 1996, presents rates for 1995 (the most 
recent year for which census estimates are available), and describes a recent decrease 
in the rate of perinatally acquired AIDS.* 


AIDS Among Children 

Of the 7472 children reported with AIDS, 58% were non-Hispanic black, 23% were 
Hispanic, 18% were non-Hispanic white, and 1% were of other racial/ethnic groups. 
During 1995, the rates of reported AIDS cases per 100,000 children were 6.4 for non- 
Hispanic blacks, 2.3 for Hispanics, 0.4 for non-Hispanic whites, 0.4 for American 
Indians/Alaskan Natives, and 0.3 for Asians/Pacific Islanders. Among all U.S. children 
with AIDS, 6750 (90%) acquired HIV perinatally, 370 (5%) through receipt of contami- 
nated blood transfusions, and 231 (3%) through receipt of contaminated blood prod- 
ucts for coagulation disorders; 121 (2%) had no reported risk factor. Among children 
with perinatally acquired AIDS, the median age at diagnosis was 18 months. Approxi- 
mately 80% of all children with AIDS had AIDS diagnosed before age 5 years. The 
highest numbers of cases were reported from New York (1901), Florida (1199), New 
Jersey (661), California (524), Puerto Rico (347), and Texas (296); combined, these 
cases accounted for 66% of all AIDS cases reported among children. 

Risk exposures for HIV infection among the mothers of the 6750 children with 
perinatally acquired AIDS included injecting-drug use (!DU) (41%), sexual contact with 
a partner with or at risk for HIV/AIDS (34%), and receipt of contaminated blood or 
blood products (2%); for 13%, no risk was specified. 


Trends in Perinatally Acquired AIDS 

To examine trends in the incidence of AIDS among children born to HIV-infected 
mothers, the number of perinatally acquired AIDS cases diagnosed each quarter from 
1986 through March 1996 was estimated using standard statistical adjustments that 
account for delays in reporting cases to CDC and estimates of behavioral risk among 
persons reported without a risk (7). The estimated number of children with perinatally 
acquired AIDS peaked at 905 during 1992, followed by a decline in incidence (Fig- 
ure 1). 

From 1992 through 1995, the estimated annual number of perinatally acquired 
AIDS cases declined 27%, from 905 to 663. During this time, the estimated annual 
number of cases declined 39% among non-Hispanic white, 26% among non-Hispanic 
black, and 25% among Hispanic children. The proportionate decrease in the number 
of children with perinatally acquired AIDS from the six areas reporting the highest 
number of cases was greater than the decrease for all remaining areas and for all 
areas combined (Table 1). 


*Single copies of this report will be available until November 22, 1997, from the CDC National 
AIDS Clearinghouse, PO. Box 6003, Rockville, MD 20849-6003; telephone (800) 458-5231 or 
(301) 217-0023. 
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FIGURE 1. Number of perinatally acquired AIDS cases among children aged <13 
years,* by quarter of diagnosis —- United States, 1986-March 1996 
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*Estimates were based on cases reported through September 1996, adjusted for reporting 
delays and unreported risk but not for incomplete reporting of diagnosed AIDS cases. Points 
represent estimated quarterly incidence, and the line represents “smoothed” incidence. 


TABLE 1. Estimated number of children diagnosed with perinatally acquired AIDS*, by 
area of residence, year of diagnosis, and percentage change, 1992 to 1995 — United 
States and territories 





Area of No. % Change 
residence 1992 1993 1994 1995 1992 to 1995 


Top six areast 583 562 509 398 -32% 
All others 322 306 291 265 -18% 


Total 905 868 800 663 -27% 


*Cases diagnosed through 1995 using data reported to CDC through September 1996, adjusted 
for reporting delays and unreported risk. Estimates are not adjusted for incomplete reporting 
of diagnosed AIDS cases. 

Six areas reporting the highest number of cases: California, Florida, New Jersey, New York, 
Puerto Rico, and Texas. 











HIV Infection Among Children 

To enhance the usefulness of surveillance systems to characterize affected popula- 
tions and to improve the targeting of resources for prevention and care, 28 states 
require confidential reporting of children with HIV infection without a diagnosis of 
AIDS as well as those with AIDS (7). Through September 1996, these states reported 
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TABLE 2. Number of children aged <13 years reported with HIV infection* and AIDS 
— United States and territories, 1995 


Area 


Alabama 
Alaska 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia 
Hawaii 
Idaho 
Illinois 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 





AIDS Area HIV AIDS 
4 Nebraska 
0 Nevada 
1 New Hampshire 
3 New Jersey 
89 New Mexico 
1 New York 
18 North Carolina 
1 North Dakota 
13 Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Virgin islands 
Washington 
West Virginia 
Wisconsin 
Wyoming 


Totai 


* Twenty-eight states reported children with HIV infection without a diagnosis of AIDS in addition 
to children with AIDS. 


tData reported to CDC through September 1996. 
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29% (2155) of all children with AIDS and 1447 children with HIV infection. During 1995, 
these states reported 228 AIDS cases among children and 302 children with docu- 
mented HIV infection who had not developed AIDS (Table 2). During 1995, these states 
received 1464 additional reports of children who were born to HIV-infected mothers 
but who require follow-up with providers to determine their HIV-infection status. 
Among the six reporting areas with the highest cumulative number of children with 
AIDS, only New Jersey and Texas require reports of HIV infection among children. 
Reported by state, territorial, and local health departments. Div of HIV/AIDS Prevention, National 
Center for HIV, STD, and TB Prevention, CDC. 

Editorial Note: The findings in this report document a decline in the incidence of peri- 
natally acquired AIDS before and after the release of PHS recommendations for HIV 
counseling and voluntary testing for pregnant women and for ZDV therapy to prevent 
perinatal transmission (3,4 ). The recommendations were issued to promote the adop- 
tion of these HIV-prevention strategies as standard medical practice in the United 
States. Because the number of HIV-infected women who gave birth each year was 
stable during 1989-1994 (5), this decline suggests that the decrease in perinatal HIV 
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transmission rates probably reflected the effect of perinatal ZDV therapy. Increasing 
proportions of women may be accepting voluntary prenatal HIV testing and using ZDV 
to prevent perinatal transmission (6,7 ). 

Because the incidence of perinatally acquired AIDS declined slightly before the PHS 
recommendations on ZDV therapy were issued in 1994, other factors may have con- 
tributed to the decrease in perinatally acquired AIDS cases during this period. For ex- 
ample, the proportion of HIV-infected childbearing women who received ZDV therapy 
before and during pregnancy for treatment of their HIV disease was increasing (8). 
Among children, increased use of prophylaxis to prevent AIDS opportunistic infec- 
tions may have delayed the development of these conditions. However, the incidence 
of Pneumocystis carinii pneumonia, the most common AIDS-defining condition 
among children, has not decreased substantially among young children (9,10). 

AIDS surveillance conducted in all reporting areas provides a standardized means 
to monitor AIDS incidence in children as a measure of the effectiveness of perinatal 
prevention efforts. To further characterize implementation of counseling, testing, and 
treatment for HIV-infected mothers and their children, CDC and other federal agencies 
are initiating facility-based program evaluations in selected high-incidence areas. 
These studies also will examine factors that may contribute to a change in perinatal 
HIV transmission rates (e.g., changing obstetrical practices and womens’ attitudes to- 
ward and adherence to ZDV and other preventive therapy). In states that conduct con- 
fidential HIV reporting for children, timely assessment of HIV-prevention measures in 
mother-infant pairs (e.g., prenatal care and prenatal and neonatal ZDV therapy) will 
measure changes in perinatal HIV transmission rates statewide and permit refinement 
and redirection of prevention efforts. The Council of State and Territorial Epidemiolo- 
gists has recommended that all states implement HIV infection reporting for children 
and consider reporting of all children of indeterminate HIV status who were born to 
infected mothers. 

In the United States, HIV and AIDS disproportionately affect non-Hispanic black and 
Hispanic women and their children. This disparity probably reflects socioeconomic 
factors, access to and use of medical services, or differences in behaviors associated 
with HIV transmission risks among women. Health-care providers in the public and 
private sectors should implement comprehensive integrated-service delivery pro- 
grams to ensure that all women have access to HIV counseling and voluntary testing 
and to services for related health needs (e.g., antiretroviral therapy, substance-abuse 
treatment, and social and support services). 

The ZDV regimen recommended in the United States is not an affordable preven- 
tion strategy in many countries where HIV prevalence rates among women are high- 
est. Worldwide, an estimated 8.8 million women and 800,000 children have HiV/AIDS; 
most of these persons reside in sub-Saharan Africa where resources for health serv- 
ices infrastructure are limited (World Health Organization, unpublished data, 1996). 
CDC and other organizations are collaborating with ministries of health in Africa and 
Asia to evaluate the effectiveness of shorter and simplified ZDV regimens, other 
antiretroviral medications, and other interventions for reducing perinatal HIV trans- 
mission. However, because ZDV treatment or other potential interventions are not uni- 
versally effective in preventing perinatal transmission, primary prevention of HIV 
infection among children will continue to require preventing new HIV infections 
among women in the United States and other countries. 
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Serogroup Y Meningococcal Disease — Illinois, Connecticut, 
and Selected Areas, United States, 1989-1996 


Neisseria meningitidis is a leading cause of bacterial meningitis and sepsis in the 
United States. N. meningitidis is classified into serogroups based on the antigenic 
characteristics of its capsular polysaccharide. During 1989-1991 in the United States, 
serogroups B and C accounted for most (91%) of invasive meningococcal disease 
while serogroup Y caused <5% (7); however, during 1992-1995, serogroup Y ac- 
counted for an increasing proportion of meningococcal disease. This report describes 
the epidemiology of serogroup Y meningococcal disease (SYMD) during 1991-1996 in 
Illinois and Connecticut, which conducted enhanced surveillance through active re- 
views of clinical records, and in areas participating in active laboratory-based surveil- 
lance during 1989-1995. The findings indicate a substantial increase in the proportion 
of meningococcal disease caused by N. meningitidis serogroup Y since 1989. 


Illinois 


In Illinois (1990 population: 11,430,602), 589 cases of invasive disease attributed to 
N. meningitidis were reported from January 1991 through March 1996, representing 
an annual incidence ranging from 0.9 to 1.0 per 100,000 population. Serogrouping was 
conducted for 371 (83%) of 447 culture-confirmed cases. The proportion of SYMD in- 
creased from 6% in 1991 to 29% in 1995; the proportion of disease attributed to sero- 
groups B and C decreased from 85% to 59%. 





Vol. 45 / No. 46 MMWR 1011 
Meningococcal Disease — Continued 


From January 1991 through March 1996, the Chicago Department of Public Health 
received 145 reports of suspected meningococcal disease among persons residing in 
Chicago (1990 population: 2,783,726), and N. meningitidis was isolated from a nor- 
mally sterile site in 133 (92%) case-patients. The overall annual incidence of culture- 
confirmed disease ranged from 0.7 to 1.3 cases per 100,000 population. Of the 
105 culture-confirmed isolates for which serogroup was known, 42 (40%) were sero- 
group Y; 29 (28%), serogroup B; 27 (26%), serogroup C; and two (2%), serogroup W- 
135. Among case-patients with known serogroups, the proportion of SYMD increased 
from 6% in 1991 to 71% in 1995. In comparison, the proportion of serogroups B and C 
decreased from 94% to 25%. Of 42 patients in Chicago with culture-confirmed SYMD, 
22 (52%) were female; two (5%) died. The median age of patients with SYMD was 
16 years compared with 2 years for patients with disease caused by non-serogroup Y 
meningococci. Although patients with SYMD were more likely to present with puru- 
lent sputum (six [14%] versus one [2%]) and chest pain (eight [19%] versus one [2%)), 
they were not more likely to have an infiltrate on chest radiograph (seven [23%] versus 
10 [20%]). Case-fatality rates were similar among patients with SYMD (two [5%] of 42), 


compared with case-patients with disease caused by other known serogroups (six 
[10%] of 63). 


Connecticut 


From January 1991 through June 1996, a total of 190 culture-confirmed cases of 
invasive N. meningitidis infection among residents of Connecticut (1990 population: 


3,287,116) were reported to the Connecticut Department of Public Health. The overall 
annual incidence of culture-confirmed cases ranged from 0.7 to 1.4 per 100,000 popu- 
lation. Of the 144 isolates for which serogroup was known, 69 (48%) were serogroup 
C; 38 (26%), serogroup Y; 35 (24%), serogroup B; and two (1%), serogroup W-135. The 
proportion of SYMD increased from 1991 (6%) to 1995 (35%). Of the 33 case-patients 
with SYMD identified since 1994, 18 (55%) were female; two (6%) died. The median 
age for patients with SYMD was 29 years, compared with 13 years for patients with 
disease caused by non-SYMD. 


Active Laboratory-Based Surveillance 

During 1989-1995, active laboratory-based surveillance was conducted in three 
counties in the San Francisco metropolitan area, eight counties in the Atlanta metro- 
politan area, and four counties in Tennessee, and during 1992-1995, in Maryland, rep- 
resenting an aggregate population of approximately 12 million. A case was defined as 
N. meningitidis isolated from a normally sterile site in a resident of a surveillance 
area. In the three active surveillance areas for which continuous data were available, 
the rate of SYMD per 100,000 persons increased from 1989 (0) to 1995 (0.4). Among 
the case-patients for whom serogroup was known, the proportion of SYMD increased 
from 1989 (0) to 1995 (32.5%). During the same period, the overall rate of meningococ- 
cal disease remained stable at 1.0-1.4. 

During 1992-1995, in the four active surveillance areas, SYMD patients were older 
than patients with non-serogroup Y (median age: 21.8 years versus 14.2 years). Pneu- 
monia was four times more likely to be diagnosed in persons with SYMD (12%) than 
in persons with other serogroups (3%), even after adjusting for age. 
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Multilocus enzyme electrophoresis (MEE) (2) using 24 enzymes was used to char- 

acterize genetic relatedness of serogroup Y isolates systematically sampled from 1995 
Illinois surveillance (n=40), 1995 Connecticut surveillance (n=17), 1992-1995 U.S. ac- 
tive laboratory-based surveillance (n=40), 1972-1975 U.S. active laboratory-based sur- 
veillance (when SYMD accounted for 18% of the isolates submitted to CDC) (n=27) 
(3), and 1970-1974 surveillance of U.S. military personnel (n=12). Two major enzyme 
type complexes could be distinguished by a difference in peptidase mobility. One 
group of enzyme types accounted for 54% (33 of 97) of the isolates tested during 1992- 
1995, oné of the 1972-1975 surveillance strains, and none of the strains from U.S. 
military personnel. The other group accounted for 34% (33 of 97) of 1992-1995 isolates 
and 62% (24 of 39) of the 1972-1975 isolates. 
Reported by: J Racoosin, MD, PS Diaz, MD, U Samala, MPH, B Clark, D Freedman, MD, W Paul, 
MD, Chicago Dept of Public Health; M Swartz, K Kelly, C Langkop, MSPH, lilinois Dept of Public 
Health. R Nelson, DVM, M Cartter, MD, P Mshar, JL Hadler, MD, State Epidemiologist, Connecti- 
cut Dept of Public Health. W Baughman, MSPH, M Farley, MD, E Houpt, MD, D Stephens, MD, 
Veterans Administration Medical Svcs and Emory Univ School of Medicine, Atlanta. L Billman, 
MPH, L Harrison, MD, Johns Hopkins Univ, Baltimore; D Dwyer, MD, Maryland Dept of Health 
and Mental Hygiene. B Barnes, L Lefkowitz, MD, Vanderbilt Medical Center, Nashvilie, Tennes- 
see. G Rothrock, MPH, A Reingold, MD, Emerging Infections Program, San Francisco. 
W Zollinger, MD, Walter Reed Army Research Institute, Bethesda, Maryland. Childhood and 
Respiratory Diseases Br, Div of Bacterial and Mycotic Diseases, National Center for infectious 
Diseases; Div of Applied Public Health Training (proposed), Epidemiology Program Office, CDC. 
Editorial Note: During the 1970s, SYMD was recognized as a common cause of en- 
demic disease in some U.S. populations (3,4) and was associated with several out- 
breaks in military personnel (5-7). During 1978-1981, SYMD caused 7% of 
meningococcal cases reported through a nationwide surveillance system in which 
27 states participated (8). Aithough SYMD accounted for only 2% of endemic disease 
in U.S. active surveillance during 1989-1991 (7), by 1995 the proportion of infections 
caused by SYMD had increased in Illinois and Connecticut and in the active surveil- 
lance areas. In 1995, among the 30 states reporting supplemental data on culture- 
confirmed cases of meningococcal disease through the National Electronic Telecom- 
munications System for Surveillance (NETSS) (9), serogroup information was re- 
corded for 527 (54%) of 973 cases reported, and serogroup Y accounted for 21% of 
cases. This pattern is consistent with the findings in this report and underscores the 
need to both determine and report serogroup information for all cases of meningococ- 
cal disease. 

The finding in this report that patients with SYMD in Chicago, Connecticut, and the 
active laboratory-based surveillance areas were older than patients with disease 
caused by non-serogroup Y meningococci is consistent with cases reported to CDC 
through NETSS. One possible explanation for this and the increase in SYMD is waning 
population immunity against SYMD. However, the increase in SYMD also may reflect, 
in part, the emergence of a distinct clone that differs in peptidase motility, as charac- 
terized by MEE. Although the association between epidemic meningococcal disease 
and clonality has been clearly established, the possible relation between shifts in en- 
demic disease serogroup distribution and emergence of particular clones requires fur- 
ther assessment. 

The clinical illness associated with SYMD differs from that of the other serogroups; 
in particular, findings from the active laboratory-based surveillance system indicated 
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that pneumonia was more common among patients with SYMD, consistent with stud- 
ies in some military populations (5,6) in which serogroup Y was more likely than other 
serogroups to be associated with pneumonia and other forms of nonmeningitic dis- 
ease. Meningococcal pneumonia may not be diagnosed because isolation of the or- 
ganism from the sputum cannot distinguish persons who are meningococcal carriers 
from those with pneumonia caused by this organism, and because physicians may 
not consider N. meningitidis as a possible cause of pneumonia. As a result, infections 
that occur in the absence of meningitis or bacteremia may be underreported in current 
surveillance. 

The current meningococcal vaccine (Connaught Laboratories, Swiftwater, Pennsyl- 
vania), which contains the purified polysaccharide capsules of serogroups A, C, W-135 
and Y, has been effective in controlling serogroup C outbreaks and may be useful in 
controlling an SYMD outbreak. However, this vaccine has not been used to control 
endemic disease because its immunogenicity is low in young children and immunity 
is of limited duration. Conjugated vaccines for serogroup C, which are similar to those 
now available for preventing Haemophilus influenzae type b, are being evaluated in 
safety and immunogenicity trials (70 ). Because of the increased proportion of SYMD, 
manufacturers should consider developing a serogroup Y conjugate component for 
controlling endemic meningococcal disease. 
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In collaboration with the World Health Organization (WHO), its collaborating labo- 
ratories, and state and local health departments, CDC conducts surveillance to moni- 
tor influenza activity and to detect antigenic changes in the circulating strains of 
influenza viruses. This report summarizes influenza surveillance in the United States 
from September through early November 1996, which indicates that influenza activity 
is at typical levels for this time of year. 

From September 4 through November 9, influenza A virus isolates were reported 
from 10 states (Alaska, California, Colorado, lowa, Maryland, Montana, New York, 
North Carolina, Washington, and Wisconsin), and influenza B isolates were reported 
from seven states (Alaska, Illinois, Kentucky, Missouri, Ohio, Texas, and Wisconsin) 
(Figure 1). Most isolates were associated with sporadic cases. Of the five influenza 
type A isolates confirmed at CDC, all were identified as influenza type A(H3N2) and, 
when further characterized, were closely related to the influenza type A(H3N2) strain 
included in the 1996-97 influenza vaccine. Of the seven states reporting influenza B, 
Alaska and Illinois reported isolates obtained from patients who probably became in- 
fected while traveling outside the United States (Hong Kong and China, respectively). 

For the week ending November 9, most state and territorial epidemiologists re- 
ported no influenza activity or sporadic* activity; Alaska and Montana reported re- 
gional activity. 

Reported by: Participating state and territorial epidemiologists and state public health laboratory 
directors. World Health Organization collaborating laboratories. Epidemiology Div, Public Health 
Laboratory Svcs Communicable Diseases Surveillance Center, United Kingdom. Influenza Br 
and WHO Collaborating Center for Surveillance, Epidemiology, and Control of Influenza, Div of 
Viral and Rickettsial Diseases, National Center for Infectious Diseases, CDC. 

Editorial Note: Levels of activity described in this report are typical for September and 
October. Although the timing and intensity of influenza activity vary by season, spo- 
radic influenza activity can begin in September, and isolated outbreaks can occur dur- 
ing October and November; widespread influenza activity usually does not begin 
before December. Although the optimal time for vaccination programs is October 
through mid-November, health-care providers should continue to offer vaccine to 
high-risk persons after mid-November and even after influenza activity has been 
documented in a community. Influenza vaccine contains influenza type A(H1N1), type 
A(H3N2), and type B strains representing the influenza virus strains that are expected 
to circulate during the 1996-97 influenza season. The 1996-97 vaccine contains 
A/Texas/36/91-like (H1N1), AWuhan/359/95-like (H3N2), and B/Beijing/184/93-like anti- 
gens. For both A/Wuhan/359/95-like and B/Beijing/184-like antigens, U.S. manufactur- 
ers used the antigenically equivalent strains A/Nanchang/933/95(H3N2) and 
B/Harbin/07/94 because of their growth properties. 

When influenza vaccine is administered after local outbreaks of influenza type A 
have been reported, short-term prophylaxis with amantadine or rimantadine can be 
considered. These drugs can be used as treatment or prophylaxis for influenza type A 


*Levels of activity are 1) no activity; 2) sporadic—sporadically occurring influenza-like illness 
(ILI) or culture-confirmed influenza with no outbreaks detected; 3) regionat—outbreaks of ILI 
or culture-confirmed influenza in counties with a combined population of <50% of the state's 
total population; and 4) widespread—outbreaks of ILI or culture-confirmed influenza in counties 
with a combined population of 250% of the state’s total population. 
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Influenza Activity — Continued 


FIGURE 1. Laboratory-confirmed influenza, by state and type of isolate — United 
States, September 4—November 9, 1996 





A(H3N2) A(Unknown) B 











infection, but they are not effective against influenza type B. Because early virologic 
surveillance has indicated circulation of influenza type A and type B viruses, use of 
viral culture and rapid antigen-detection testing throughout the season is particularly 
important (7 ). 

Throughout the influenza season, surveillance data collected by CDC will be up- 
dated weekly and made available through the CDC voice information system (tele- 
phone ([404] 332-4551) and fax information system ([404] 332-4565 and requesting 
document number 361100). Information about local influenza activity is available from 
county and state health departments. 


Reference 
1.CDC. Prevention and control of influenza: recommendations of the Advisory Committee on 
Immunization Practices (ACIP). MMWR 1996;45(no. RR-5). 
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Salmonellosis Associated with a Thanksgiving Dinner — 
Nevada, 1995 


On November 28, 1995, the county coroner’s office notified the Clark County Health 
District in Las Vegas, Nevada, about a death suspected to have resulted from a food- 
borne disease. This report summarizes the investigation of the outbreak of gastroen- 
teritis among persons who attended a Thanksgiving dinner. The investigation 
documented Sa/monella serotype Enteritidis (SE) infection associated with eating im- 
properly prepared turkey and stuffing containing eggs and emphasizes the need to 
use a meat thermometer to ensure complete cooking of turkey and stuffing. 

During November 25-28, 1995, all six persons who attended a Thanksgiving dinner 
at a private home on November 23 and a seventh person who on November 25 ate 
food remaining from the dinner had onset of abdominal cramps, vomiting, and diar- 
rhea. Two persons were hospitalized because of dehydration; a third person was 
found comatose at home and died from severe dehydration and sepsis. Stool cultures 
obtained from three persons, including the decedent, yielded SE phage type 13a. Tur- 
key and stuffing were the only foods eaten by all seven ill persons. No leftover food 
was available for culture. 

The Clark County Health District interviewed the ill persons (including the cook) to 
obtain details about the preparation and cooking of the turkey and stuffing. On No- 
vember 22, a 13-pound frozen turkey was thawed for 6 hours in a sink filled with cold 
water. After thawing, the packet of giblets (heart, liver, and gizzard) was removed, and 
the turkey was stored in a refrigerator overnight. However, on November 23, parts of 
the turkey were noted to be frozen. The turkey was filled with a stuffing made from 
bread, the giblets, and three raw eggs, and then placed for 1 hour in an oven set at 
350 F (177 C). The setting was lowered to 300 F (149 C) while the turkey cooked for an 
estimated additional 4 hours. The turkey was removed from the oven when the exte- 
rior had browned. A meat thermometer was not used. The stuffing was removed im- 
mediately and was served with the turkey. After the outbreak, health officials tested 
the oven set at 300 F (149 C) and found the temperature to be 350 F (176 C). 

Reported by: O Ravenholt, MD, CA Schmutz, LC Empey, DJ Maxson, PL Klouse, AJ Bryant, Clark 
County Health District, Las Vegas; R Todd, DrPH, State Epidemiologist, Nevada State Health Div. 
Foodborne and Diarrheal Diseases Br, Div of Bacterial and Mycotic Diseases, National Center 
for Infectious Diseases, CDC. 

Editorial Note: An estimated 2-4 million cases of salmonellosis occur each year in the 
United States, resulting in at least 500 deaths (7). Approximately 40,000 of these in- 
fections are culture-confirmed, serotyped, and reported to CDC through the National 
Salmonella Surveillance System. In 1995, SE was the most common serotype re- 
ported, accounting for 25% of the 40,720 serotyped culture-confirmed cases. 

Salmonellosis is frequently associated with eating undercooked eggs and poultry. 
Undercooked eggs are a particularly common source of SE infections. During 1988- 
1992, among foodborne disease outbreaks of salmonellosis reported to CDC in which 
a single food item was implicated, consumption of turkey and eggs accounted for 4% 
and 14% of cases, respectively. In addition, eggs or foods containing eggs as a princi- 
pal ingredient caused 64% of the SE outbreaks (2 ). 

Factors probably associated with the outbreak described in this report included in- 
adequate thawing, use of raw eggs in the stuffing, and undercooking; in addition, the 
browned color of the turkey may have caused the cook to believe that the turkey and 
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stuffing were thoroughly cooked. Although the original source of the Salmonella is 
unknown, the raw eggs used in the stuffing probably contained SE, and these eggs 
probably were incompletely cooked; undercooking may occur more commonly in tur- 
keys that contain stuffing (J. Carpenter, Ph.D., University of Georgia, personal commu- 
nication, 1996). 

Each year, an estimated 45 million turkeys are eaten in the United States at Thanks- 
giving (J. DeYoung, National Turkey Federation, personnel communication, 1996). Sal- 
monella infection may result from eating improperly cooked turkey and stuffing (3,4). 
This risk for infection can be reduced by cooking stuffing outside the turkey. Guide- 
lines prepared by the U.S. Department of Agriculture (USDA) for persons who choose 
to cook stuffing inside the turkey recommend preparing the stuffing immediately be- 
fore it is placed inside the turkey, stuffing the turkey loosely, inserting a meat ther- 
mometer into the center of the stuffing, and ensuring that the thermometer attains a 
temperature of at least 165 F (74 C). Additional recommendations for safely preparing 
and cooking a turkey include thawing the turkey completely before cooking, cooking 
in an oven set no lower than 325 F (163 C), and using a meat thermometer to ensure 
that the innermost part of the thigh attains a temperature of 180 F (82 C). Although the 
set temperature and cooking time can be used as guides to determine whether food is 
completely cooked, inaccuracies in the actual temperature and incomplete thawing 
before cooking can lead to undercooking. Use of a meat thermometer provides a more 
accurate determination of thorough cooking. Further advice on cooking turkeys and 
stuffing is available from USDA's Meat and Poultry Hotline, telephone (800) 535-4555. 


References 

1.Cohen ML, Tauxe RV. Drug-resistant Salmonella in the United States: an epidemiologic per- 
spective. Science 1986;234:964-9. 

2. Bean NH, Goulding JS, Loa C, Angulo FJ. Surveillance for foodborne-disease outbreaks— 


United States, 1988-1992. In: CDC surveillance summaries (October). MMWR 1996;45(no. 
SS-5). 


3. CDC. Foodborne nosocomial outbreak of Salmonella reading—Connecticut. MMWR 1991;40: 
804-6. 
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Unintentional Administration of Varicella Virus Vaccine — 
United States, 1996 


Since June 1995, seven separate cases of unintentional administration of varicella 
virus vaccine (Varivax®*) to pregnant women have been reported in the United States 
to the Varivax® Pregnancy Registry’. All seven women had household exposure to 
varicella, and varicella zoster immune globulin (VZIG) prophylaxis was indicated. 


*Use of trade names and commercial sources is for identification only and does not imply 
endorsement by the Public Health Service or the U.S. Department of Health and Human 
Services. 

tThis registry is maintained jointly by Merck and Company and by CDC; Merck and Company 
is responsible for daily management and operation of the registry. The registry was established 
to determine the risk for congenital varicella syndrome or other birth defects following vacci- 
nation with Varivax® 3 months before or at any time during pregnancy. 
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However, Varivax® was administered unintentionally instead of VZIG to these women. 
One of the women received five times the recommended dose of vaccine. All had 
negative histories for varicella, and the status of their immunity to varicella before 
receiving the vaccine was not reported to the registry. Gestational age at vaccination 
ranged from 6 to 31 weeks; four of the seven pregnancies were <20 weeks’ gestation. 
Two of these women have since delivered healthy infants; pregnancy outcomes are 
periding for five women. 

Reported by: JM Manson, PhD, RG Sharrar, MD, Merck Research Laboratories, Worldwide 
Product Safety and Epidemiology Div, West Point, Pennsylvania. Vaccine Safety and Develop- 
ment Activity, Child Vaccine Preventable Diseases Br, Epidemiology and Surveillance Div, 
National Immunization Program, CDC. 

Editorial Note: The use of Varivax® is contraindicated during pregnancy (7) because 
its effects on the fetus are unknown and because infection with wild varicella zoster 
virus during the first half of pregnancy may result in congenital varicella syndrome 
(2). The Advisory Committee on Immunization Practices recommends that VZIG be 
used for postexposure prophylaxis in susceptible persons at high risk for varicella 
complications, including women exposed to varicella at any stage of pregnancy (7). 
The risk for congenital varicella syndrome after natural infection with wild varicella 
zoster virus is 1%-2%; because the virulence of the attenuated virus used in the vac- 
cine is less than that of the wild-type virus, the risk to the fetus, if any, should be lower 
(7). 

Two potential reasons these incidents occurred are 1) use of the wrong vial by mis- 
take and 2) a lack of understanding of the appropriate indications for the use of these 
two products. These cases underscore the need for health-care providers and pharma- 
cists to carefully check product labels before administering any drug and to read the 
package inserts for any drug if they are uncertain of the appropriate indications for its 
use. VZIG is shipped as a liquid in 2-mL or 10-mL vials and must be stored at 36 F-46 
F (2 C-8 C). In contrast, Varivax® is shipped as a lyophilized powder for suspension in 
0.7-mL vials, must be reconstituted with diluent before use, and must be stored at 5 F 
(-15 C). 

Before a vaccine or any drug is administered to a woman of childbearing age, a 
health-care provider should be careful to obtain a history of pregnancy or intended 
pregnancy from the patient. Health-care providers are strongly encouraged to enroll 
any women who were unintentionally vaccinated with varicella virus vaccine 
3 months before or at any time during pregnancy in the Varivax® Pregnancy Registry, 
telephone (800) 986-8999. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending November 16, 1996, with historical data — United States 


DISEASE DECREASE INCREASE CAST WEEKS 


Hepatitis A 2,054 


Hepatitis B 602 


216 
Legionellosis 117 


Hepatitis, C/Non-A, Non-B 


Malaria 96 


Measles, Total 2 


Meningococcal Infections 
Mumps 

Pertussis 

Rabies, Animal 


Rubella 
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Ratio (Log Scale)” 
[S Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending November 16, 1996 (46th Week) 





Cum. 1996 |_Cum. 1996 





Anthrax - 
Brucellosis 82 
Cholera 3 Psittacosis 
Congenital rubella syndrome 1 Rabies, human 
Cryptosporidiosis* 2,034 Rocky Mountain spotted fever (RMSF) 
Diphtheria 1 Streptococcal toxic-shock syndrome* 
Encephalitis: California* 105 Syphilis, congenital** 

eastern equine* 2 Tetanus 

St. Louis* - Toxic-shock syndrome 

western equine* - Trichinosis 
Hansen Disease 95 Typhoid fever 
Hantavirus pulmonary syndrome*" 19 Yellow fever'' 
HIV infection, pediatric* 


Plague 
Poliomyelitis, paralytic! 














-: NO reported cases 
*Not notifiable in ali states. 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, ational Center for Infectious Diseases (NCID). 
5 Updated monthly to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention (NCHSTP), last 
update October 29, 1996. 
Three suspected cases of polio with onset in 1996 has been reported to date. 
**Updated quarterly from reports to the Division of STD Prevention, NCHSTP. 
*tThis fatal case of yellow fever is the first occurrence of this disease reported in the United States since 1924. The infection 
is presumed to have been acquired in Brazil. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending November 16, 1996, and November 18, 1995 (46th Week) 
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U: Unavailable 


-: NO reported cases 
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; Updated monthly to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention, last update October 29, 1996. 
National Electronic Telecommunications System for Surveillance. 


SPublic Health Laboratory information System. 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 16, 1996, and November 18, 1995 (46th Week) 





Reporting Area 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending November 16, 1996, 
and November 18, 1995 (46th Week) 





Reporting Area 


H. influenzae, 
invasive 


Hepatitis (viral), by type 


Measles (Rubeo 





a 


indigenous 








Cum. Cum. 
1996* 1995 





Cum. 
1995 





Cum. 
1996 





Cum. 
1996 1996 





UNITED STATES 


NEW ENGLAND 
Maine 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 


Wis. 


W.N. CENTRAL 
inn 


W.S. CENTRAL 
Ark 


la 

Okla 

Tex. 
MOUNTAIN 
Mont 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


868 


10 


26,728 


28 
12 


5 
123 
32 
83 


1,706 
426 
801 
272 


272 


9,388 
787 
2,488 
5,912 
44 
157 


& 
97 
8 
6 
24 


8,695 
178 
2 

20 

11 
60 


9 
76 


1,293 
305 
523 
227 


415 
11 





N: Not notifiable 


U: Unavailable 


~: NO reported cases 


*Of 209 cases among children aged <5 years, serotype was reported for 48 and of those, 17 were type b. 
t 


For imported measies, cases include only those resulting from importation from other countries. 
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TABLE ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending November 16, 1996, 
and November 18, 1995 (46th Week) 





Measles (Rubeola), cont'd. 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
November 16, 1996 (46th Week) 





All Causes, By Age (Years) 
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Newark, N.J. 
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S. ATLANTIC 
Atlanta, Ga. 
Baltimore, Md. 
Charlotte, N.C. 
Jacksonville, Fla. 
Miami, Fla. 
Norfolk, Va. 
Richmond, Va. 
Savc..nah, Ga. 
St. Petersburg, Fia 
Tampa, Fia. 
Washington, D.C. 
Wilmington, Del. 


E.S. CENTRAL 
Birmingham, Ala. 
Chattanooga, Tenn. 
Knoxville, Tenn. 
Lexington, Ky. 
Memphis, Tenn. 
Mobile, Ala. 
Montgomery, Ala. 
Nashville, Tenn. 


W.S. CENTRAL 
Austin, Tex. 
Baton Rouge, La. 
Corpus Christi, Tex. 
Dallas, Tex. 

El Paso, Tex. 

Ft. Worth, Tex. 
Houston, Tex. 
Little Rock, Ark. 
New Orleans, La. 
San Antonio, Tex. 
Shreveport, La. 
Tulsa, Okla. 


MOUNTAIN 
Albuquerque, N.M. 
Colo. Springs, Colo. 
Denver, Colo. 

Las Vegas, Nev. 
Ogden, Utah 
Phoenix, Ariz. 
Pueblo, Colo. 

Salt Lake City, Utah 
Tucson, Ariz. 


PACIFIC 

Berkeley, Calif. 
Fresno, Calif. 
Glendale, Calif. 
Honolulu, Hawaii 
Long Beach, Calif. 
Los Angeles, Calif 
Pasadena, Calif. 
Portland, ray: 
Sacramento, Calif. 
San Diego, Calif. 
San Francisco, Calif. 
San Jose, Calif. 
Santa Cruz, Calif. 
Seattle, Wash. 
Spokane, Wash. 
Tacoma, Wash. 


TOTAL 
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U: Unavailable -: no reported cases 
“Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 


aoe. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included. 


*Pneumonia and influenza. 

Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks. 

Total includes unknown ages. 
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